One of the main reasons older people give for their reluctance to consider residential care as a way of meeting their support needs is the fear of losing their independence. Research has confirmed that such anxiety is well-founded. This paper explores how far two different approaches to residential care enable older people who become residents to maintain their autonomy and independence. It traces the historical development of residential care and of hotels, using a case study of a private residential home run by former hoteliers to compare its approach to ' the residential task ' with that adopted in local authority homes. Attention is focused on the translation of the core values of independence, privacy, dignity, choice and rights into a daily reality for residents. It is suggested that there are both structural and individual factors which account for the differences observed.
Introduction
Until the s, most residential homes for older people in the UK were provided by local authorities, following government design, policy and practice guidelines. Most residential care research was therefore conducted in local authority homes and was largely critical, whether of the poor quality of physical provision, the lack of resident selfdetermination or the oppressive attitudes and behaviour of staff (Townsend  ; Godlove et al.  ; Booth  ; Willcocks et al. ) .
During the s the predominance of public sector provision * University of Stirling.
ceased. The rapid growth in the number of private homes which took place resulted in that sector becoming a major provider of residential care. This raised anxieties about standards and resulted in new legislation (Residential Homes Act ) and the broadening of research interest into private sector homes. Interest tended to focus on the policy change from predominantly public provision to a (still) predominantly publicly funded but increasingly privately provided service. Researchers studied the motivation of private care providers and their management of the potentially conflicting aims of maximising profit and providing high quality care (Weaver et al.  ; Phillips et al.  ; Wistow et al. ) .
Like the research literature on public sector homes, much of the work on private care homes made similar criticisms of life in them to those made about public sector care (Townsend  ; Phillips et al. ) . Other authors suggested that the best of private sector care and its management strategies could usefully contribute to the overall development and quality of residential care if replicated by the statutory sector (Townsend  ; Willcocks et al.  ; Payne ) . One writer questioned whether the private sector could provide ' acceptable hotel-style accommodation ' (Adams  : ) and another whether homes would remain essentially ' places of last resort ' (Sinclair ) . However, as Norman's () study of innovative designs of local authority homes found, providing single rooms with ensuite facilities to give residents privacy can be completely sabotaged if managers deny residents access during the day. Staff attitudes and residents' expectations regarding the right to privacy and autonomy are crucial.
Researchers have identified various models of institutional care in different sectors. Goffman defined the characteristics of ' total ' institutions after studying psychiatric hospitals. The totality he described was where all aspects of social life were carried out in the same place, with the same large group of people who were all treated alike and required to do the same thing under the same authority. The potential danger Goffman saw in total institutions was their ability to force change upon people and to experiment ' on what can be done to the self ' ( : ).
Miller and Gwynne () identified ' warehousing ' and ' horticultural ' models of care after studying homes for physically disabled adults run by various statutory and voluntary agencies. Homes operating the warehousing model defined their primary task as prolonging physical life, importing the hospital model of care to do so and expecting residents to acknowledge their dependent role in the process. Homes operating the horticultural model saw developing the unfulfilled capacities of their residents as their main function, thereby denying residents' dependency needs. Miller and Gwynne concluded that both models were inadequate. By concentrating care on the physical body, the warehousing model's view of residents' helplessness pervaded their whole life and could destroy the person. The horticultural model's contrasting emphasis on development of individual capacities was inappropriate and distressing for people with progressive diseases and could result in some peoples' need for physical assistance not being met (). The authors concluded that the task of the institution was to recognise the individual's right to choose whether to be dependent or to take advantage of developmental opportunities. Once that choice had been made, the institution should provide a setting in which the individual could find his or her best way of relating to the outside world and to him-or herself without the person's individuality being destroyed or their dependence being denied (Miller and Gwynne ) . Other studies have referred to ' hotel ' models of care operating in a minority of residential homes for older people but have not defined or described them in any detail (Townsend  ; Goldberg and Connelly  ; DHSS ). Brearley () acknowledged that the services provided by hotels, such as accommodation, meals, laundry and entertainment, resembled those provided by residential care in many ways. He saw considerable potential advantage to residents in care homes being seen as ' customers ' who are ' always right ' (Phillips et al.  : ) , as hotel guests are supposed to be, rather than the more usual view of them as passive recipients.
Our Scottish national study of quality and costs of residential homes for older people (Bland et al. ) derived a measure of quality from the reported perspectives of users and carers, researchers, policymakers and practitioners. We investigated quality of care among the dimensions of privacy, dignity, choice, autonomy and fulfilment identified by a Social Services Inspectorate (SSI) working group (DoH\SSI ). These ' core values ' had been widely adopted by local authority registration and inspection units as a basis for the development of standards for residential care homes. Data were collected in  local authority, private and voluntary homes (see Bland et al.  ; Bland ) . The quality questionnaire was completed in interviews with owner\managers, and cost data were derived from homes' annual accounts.
Quality and cost varied widely both within and across sectors. The study did not find a relationship between cost and quality in homes. In a second phase, residents' views about quality, and those of their relatives, were obtained separately through postal questionnaires in six of the  homes (two in each sector), which had scored high on quality at reasonable cost. I subsequently interviewed a random sample of residents in the six homes individually in greater depth about their experience of care. These interviews, together with further discussions with the owner or manager, revealed interesting differences in homes' approaches to care. What was particularly interesting was the way privacy, autonomy and risk were managed by one of the private homes. It appeared to be run more on the lines of a hotel than a care home. It is this home's approach to care and its relationship with residents which forms the case study that is the basis of this paper.
The development of public residential homes
Residential care for older people in the UK originated in the th century Poor Law asylums, which provided a harsh regime of custodial care designed to deter and stigmatise people in need. Common elements of their institutional routines have been identified as batch treatment, regimentation, depersonalisation and segregation (Booth ). With the break-up of the Poor Law in  (Means and Smith ), it was suggested that the ' master ' and ' inmate ' relationship which had previously existed between Public Assistance Institution managers and older people should change to resemble that between a hotel manager and his (or her) guest (Townsend ) . A ' hotel relationship ' would become feasible because people would no longer go into homes because of destitution but from choice, using their retirement pension to pay local authorities for their care (Means and Smith ). If an economic rent was charged, ' any old people who would wish to go might go there in exactly the same way as many well-to-do people have been accustomed to go into residential hotels ' (my emphasis), (Bevan quoted in Sinclair  : ).
However, given the limited finance available for new buildings the parliamentary and media enthusiasm for the ' hotel ' relationship was unrealistic (Means and Smith ). Pensions were too small to enable most people to pay the full costs of care so public subsidy was required and ' need ' remained the determinant of admission (Sinclair ). Need was defined by professional gatekeepers not, as Bevan had intended, by older people themselves. So the ' guest and hotel keeper ' relationship never developed. Research published  years later found that, despite post-war aspirations, many former Poor Law buildings, standards and staff attitudes to residents were unchanged (Townsend ) . Attempts were made to improve the situation and promote the desired model of new residential homes to local authorities by means of Building Notes and Memoranda (DHSS , ,  ; Social Work Services Group ). These documents set varying limits on home size, prescribed desirable space standards, emphasised the importance of a so-called ' domestic ' style and described the social environment that should be provided, since what was anticipated would be an increasingly physically and mentally frail group of people.
These documents gave confused and sometimes conflicting messages to local authorities about the care they were expected to provide. On the one hand guidance stressed that older people moving into care would lose no more rights or privileges than if they entered ' other establishments such as hotels ' (DHSS  : para. ) ; yet recommended that staff assume responsibility for residents' medicines and encourage them in ' meaningful activity ' (etc.) . Thus the approach to care and the reality of resident status were more like that of hospital patient than autonomous adult or hotel guest.
Post-war legislation in the UK divided responsibility for older people ' in need ' between two agencies. People who were sick became the responsibility of health authorities, and those who needed ' care and attention not otherwise available ' became the responsibility of local authorities. Residential homes were for older people who were no longer able to cope with living at home, even with help from domiciliary services (DHSS ). Homes provided residents with assistance in personal activities such as bathing, dressing and using the toilet, equivalent to the kind of help which ' a competent and caring relative ' might give (DHSS ), a very variable commodity and potentially limitless in its scope. This unhelpful administrative division between health and social care (Townsend ) has caused boundary disputes between the agencies about the needs of older people who have been caught on the margins ever since. The debate about the role of homes as hotels or places for ' needy ' people was revived in the s by the significant growth in private sector care, fuelled by alterations in state funding arrangements for residents. The quantity and type of residential provision expanded and, theoretically at least, increased choice for older people -as Bevan had originally intended (Sinclair  ; Phillips ). The less prosperous majority of older people had a brief opportunity to opt for residential care using social security funding, since eligibility was based solely on income rather than any defined ' need for care '. The numbers of people entering homes increased dramatically. Whether this was due to older people themselves making the choice to move into residential care or to evidence of medical enthusiasm is not clear. By the end of the decade, the escalating public cost of care was deemed unsustainable. The NHS and Community Care Act () transferred responsibility for people needing help with residential or nursing home fees from central to local government. Entry to care homes became conditional on assessments of their individual need and financial circumstances being carried out by a social worker.
Concerns about standards in homes had led to further legislation (Registered Homes Act , Registered Establishments (Scotland) Act ). A number of working parties attempted to define good quality care and what standards should apply in homes (Avebury  ; Wagner  ; DoH\SSI ). The policy and practice focus changed from the frailty and incapacity of residents to a more positive affirmation of the quality of life older people in homes were entitled to enjoy. Under the  NHS and Community Care Act quasiindependent inspection units in each authority set local standards for care provided in residential homes registered with the authority. These standards were to be ' enforced ' through period inspection. Local authority homes were to be inspected to the same standards but since they were not registrable, these homes could not be compelled to meet the standards.
The social care approach
The approach adopted in local authority residential homes reflects their statutory duty to provide care for people in need for whom it is not otherwise available. It incorporates policy guidance, local procedures and the ' practice wisdom ' developed by inspection and residential care staff. Local authority homes vary considerably in size and design. Some are adapted former private houses, others have been purpose built at different times and reflect changing fashions and philosophies about desirable size, layout and design. However, the persistent failure at policy and practice level to define the objectives of residential care for older people has resulted in uncertainties. Residents are unsure what to expect of life in homes and staff are left to carry out the unspecified residential task in the way they think best (Clough  ; PSSC  ; Booth  ; Brearley ). The conflicts care staff experience in providing physical care and support for people, whilst recognising their right to self-determination as fellow citizens, have been highlighted in a number of studies (Dixon  ; DHSS , Dartington et al.  ; Goldberg and Connelly ).
The ' social care ' approach to residents assumes responsibility for their welfare because they are seen as no longer able to manage it for themselves. By applying for residential care or, more typically, being referred by professionals or relatives, older people become, by definition, ' socially incompetent ' or incapable of remaining independent. Social workers assess people's physical, mental, social and emotional ' needs ' and determine their eligibility and priority for the services available to meet those needs. Thus, the person's physical and social ' dependency ' and their ' need ' for care is confirmed (see Walker  and Dant  for a fuller discussion of how ' dependency ' is socially constructed). As the age of people entering residential homes rises, so the likely greater frailty of some of them, and their reliance on others for physical assistance, jointly obscure the fact that many of them have continued to make decisions and choices and exercise control over their lives up to the time of their move. This is particularly true where loneliness or loss of confidence rather than severe physical or mental frailty have been the prime reasons for the move.
Local authorities may assume responsibility for older people in a number of ways when they move into, are ' admitted ' or ' put ' into a home. These include retaining the pension book and disbursing the statutory personal allowance (previously known as ' pocket money ') weekly, and retaining and administering medication, particularly in homes which do not provide residents with either lockable storage space or keys to their rooms. Although authorities acknowledge the importance of giving individual residents privacy, registration and inspection units vary greatly -from  per cent to  per cent -in the ratio of single to shared rooms they expect homes to provide (Day et al. ) . Unsurprisingly, residents who have to share a bedroom find their ability to safeguard their privacy, dignity and exercise choice, considerably curtailed (Counsel and Care ). Not having to share a room is high on the list of older people asked about their priorities in care (Willcocks et al. ) .
In local authority homes, risk assessment is at the heart of the way social care is organised and can have a restrictive influence on residents' autonomy and quality of life (DoH\SSI ). A number of policy and practice documents (Avebury  ; Avebury  ; DoH\SSI ) stress the importance of allowing people in residential care to take risks. They link responsible risk-taking with independence, pointing out how excessive paternalism and concern with safety can lead to individual residents' rights being infringed (Avebury ). Risk-taking involves balancing the freedom and safety of the individual and the whole group (Brearley ). However, because the social care approach assumes that the overall responsibility for residents' safety, security and welfare lies with the local authority and its staff, there is a tendency to try to avoid risk rather than manage it. Risk management at the level of the individual home has to be supported by external managers. Even then staff may not always be confident that responsible risk-taking will be supported in the event of an accident. Fears of adverse publicity, media distortion and potential litigation combine to militate against policies which encourage responsible risk-taking. Although staff may acknowledge the core values of independence, privacy, rights and choice for residents, the extent to which residents are able to exercise their independence, make choices and safeguard their privacy will depend on the staff assessment of the level of risk involved. Thus, in some homes staff may check on residents' wellbeing throughout the night, assist them routinely when bathing or showering, irrespective of the residents' preferences, and restrict their freedom to smoke.
Promoting resident independence may be understood by staff to mean ' keeping people going physically … irrespective of what they want ' (Dixon  : ) rather than allowing their right to autonomy and self-determination. Oliver () has found that when professionals and disabled people talk about ' independence ' as a goal they are not talking about the same thing. Professionals define independence purely in terms of an ability for self-care without assistance, whereas disabled people see it as ' the ability to be in control and make decisions about one's life ' ( : ). The meanings that older people attach to independence are similar. Older people living in their own home see it as an integral dimension of their independent self and the means of retaining their sense of personal integrity (Sixsmith ). For these older people, independence meant being able to do what they wanted, to do things for themselves and not being beholden to anybody, in spite of any disabilities. This is in contrast to the implied view of staff working in homes adopting the social care approach that only people who are physically independent are capable of retaining control and making decisions for themselves.
The purpose and function of hotels
The small social science literature on hotels (Wood ) does not indicate any of the ambiguity or uncertainty of purpose which surrounds residential care. Hotels are defined as public organisations which offer individualised service in return for payment (Mars and Nicod ) . In complete contrast to the pauper origins of residential care homes, early hotels were modelled on aristocratic lifestyles. Hotels were originally used only by people from upper and middle class backgrounds. Increasing affluence has resulted in their use by people from a wide range of social backgrounds. Like other forms of institution, hotels can be seen as agents of social control in their attempts to maintain their exclusivity. Over time, hotels have changed the services they offer to guests. For instance, self-service has increasingly replaced personal service rituals, through the use of technical devices such as buffets and drinks machines. Sociological commentators are divided on whether these changes reflect a process of proletarianisation (Riley ) , domestication, rationalisation of management or a desire to provide environmental continuity for guests between home and hotel (Wood ). Technical devices can certainly reduce staff costs and increase profitability. The commodity that hotels of all kinds trade in is personal service. The stratification in the hotel industry only serves to create ' different expectations of the extent and quality of [that] personal service ' (Wood  : ). Whether hotels meet their customers' expectations or not is a crucial element of satisfaction. Elias () describes the way in which private and public social behaviour has been and still is constantly changing and being refined as the ' civilising process '. Expectations of interpersonal relations between guests and between hotel managers and guests have changed, moving towards greater self-control and rising standards of shame and embarrassment (Rojek ) . This is reflected in the accommodation hotels now provide. The change from shared to en-suite bathrooms is one example of this trend. In the th century sharing a bed with a stranger was regarded as socially acceptable. Contemporary hotel guests do not expect to be asked by the management to share a bedroom, let alone a bed, with a complete stranger because it would be ' indecorous ' to do so and therefore socially unacceptable (Wood  : ). Why this ' civilising process ' did not apply, until very recently, for people living in residential homes I shall explore later.
Other research confirms that managing privacy can be a problem not just for large tourist organisations like hotels. It is even more problematic for bed and breakfast establishments, where the boundaries between public and private areas are much less clearly defined and not necessarily shared or understood (Stringer  ; Bouquet ).
Wood () has discussed how hotels exert control over their clientele in two ways ; first, by targeting potential customers and secondly, by managing guests' behaviour once they take up residence. When devising their service model, hotels use the mechanism of market segmentation to make crude assumptions about the desires and expectations of different income and occupational groups regarding accommodation, food, drink and entertainment. The star ranking system of classification guides potential customers towards the model of hospitality they find attractive in terms of price, facilities, implied dress codes, food service rituals and the types of cuisine offered.
At the individual hotel level, hospitality is ' managed ' in order to maintain the decorum and privacy which underlie acceptable social relations in public. Guests expect hotels to treat them as private individuals. The challenge for the hotel lies in meeting this expectation whilst continuing to operate a generalised business function to sets of individuals. Like other institutions, hotels have an external appearance and a (different) internal reality known only to staff and permanent guests (Hayner ) . The division between the public and private areas of a hotel preserves the expectations of management and guests about the form of hospitality being provided. When not using public areas, guests are expected to use their bedrooms which, along with the staff quarters and the kitchens, are ' back regions ' (Goffman  : ), where guests and staff are each protected from intrusion by the other by the mutually understood convention of privacy. Although staff have a master key to bedrooms, hotels enable guests to safeguard their privacy and control access to their rooms by providing printed cards to hang outside the door. These indicate when it is convenient for cleaning staff to enter or, conversely, when guests do not wish their privacy to be disturbed. Modern hotel bedrooms are increasingly furnished like domestic bed-sitting rooms, providing items such as sofas, easy chairs and coffee tables as well as tea and coffee-making facilities, telephone, television, video and mini-bars. ' Domesticating ' bedrooms in this way encourages guests to use them more during the day and is part of a strategy to manage behaviour and maintain harmony between strangers (Wood ). However, the growth in popularity of selfcatering accommodation may indicate customers' rejection of this trend towards ' pseudo-domestication ' by hotels. Self-catering may be preferred because it imposes fewer behavioural and social constraints on families and because it is usually cheaper. A parallel could be drawn here with the greater popularity among older people of sheltered and very sheltered housing rather than residential care as solutions to their need for increased support (Thompson and West ) . In both selfcatering accommodation and sheltered housing, occupants can conduct their lives and behave as they wish within a private rather than predominantly public context. Greater control over everyday life remains with them rather than the provider of the accommodation.
Private residential homes
The background of private home owners varies, depending on their gender. Women home owners are more likely to have a nursing background, whereas men tend to have small business or selfemployment experience (Phillips  ; Phillips et al. ). The incidence of owners with a background in social care tends to be much lower. It is not unusual to find both nursing and business skills among partners. The partner with the nursing skills manages the day-to-day running of the home, and the spouse or partner with business experience takes responsibility for the upkeep of the building and the financial aspects of the enterprise. Only a minority of private home owners come into the residential care business from a hotel background. Most private residential care homes, like small private hotels, are run by individuals, families or couples rather than by companies, although the market share of large companies is increasing, particularly in England (Laing and Buisson ). Homes tend to be run as small businesses and reflect many of their characteristics, being predominantly family-run enterprises, jointly owned and managed and having little capital (Scase and Goffee  ; Phillips et al. ) .
In some areas, particularly former coastal holiday resorts, the same owners may change the function of the property from that of hotel to residential or nursing home in response to changing leisure patterns and demographic trends (Phillips et al. ) . Some large hotel chains have also moved into the care business, predominantly the nursing home sector. This reinforces the proposition that the two kinds of enterprise have aspects in common.
Some private homes may emphasise their hotel aspects in their brochures such as the desirable location, architectural merits of the building, the facilities and amenities provided and the flexibility and range of choices available to residents. Others may emphasise a ' homely ' and informal approach to care. Owners from a nursing background may emphasise the therapeutic and rehabilitative elements of the care they provide. In areas where there is keen competition between homes for residents, there is a need to ' sell ' a distinctive model of care or to target a segment of the care market, such as older people reliant on local authority help with fees or those able to pay higher fees themselves.
Relatives often play a key role in choosing a private residential home for an older person. They tend to place importance on security, privacy, a home's atmosphere and its ability to cater for individual tastes (Phillips ). Some of these features are at the heart of the ' individualised service ' offered by hotels. Whilst older people themselves share most of these aspirations, they want more independence and consequently more risk-taking rather than the security sometimes emphasised by their relatives (Phillips ).
The case study home
The married couple who owned the case study home had both previously worked as hoteliers. They spent a great deal of time in the home -between  and  hours a week -to ensure that staff were delivering care to residents in the way they wished. It is not unusual for owners of small, private homes to work such long hours to keep down staffing costs. In this home, the owners were performing a largely managerial and supervisory function (although the wife cooked at weekends) and said they did not find the long hours a problem.
The residential care home was a large, detached, two storey Victorian house with a modern, single storey extension, standing in its own grounds in a quiet residential area near the centre of a small seaside town. The home was attractively furnished and had a spacious hall, sitting room, television lounge, conservatory and dining room. Each of the  bedrooms had en-suite bath or shower room, television and tea-making facilities provided by the home. Previous owners had installed a jacuzzi which was said to be very popular with residents. A chair lift provided access to the upper floor of the house for residents unable to climb the stairs. Each resident had their own room, apart from a married couple who shared. Residents varied in their levels of physical and mental frailty. A number used walking frames, one resident was bedbound and visited by the community nurse twice a week. Three had dementia. The home's approach to its residents resembled the personal service orientation of hotels. There was a sense that residents expected to be and were treated by the owners as individuals. There was no obvious emphasis on ' the resident group ' or any sign that the home functioned as a surrogate community as in some local authority homes (Davies and Knapp ) . The residents appeared to have retained a considerable measure of independence, control and privacy in their lives. We sent residents a brief postal questionnaire about aspects of their care, and used subsequent individual interviews to find out how far our impressions of the home were a reality for them. We asked about aspects of life which previous research had identified as important to users (Sinclair , NISW ) as well as addressing the core values promoted by the SSI (DoH\SSI ). Residents were asked how far they could safeguard their privacy and control their immediate physical environment ; whether enough activities were provided, whether they could gain access to community health services when they wanted and whether staff respected residents' privacy. All  residents who responded to the survey replied affirmatively to these questions. All but one were satisfied with the food and the activities offered, and  of the  were satisfied with the level of heating.
The questionnaire invited residents to identify aspects of home life which they liked, disliked or would change. Again, they recorded high levels of satisfaction in their responses. Most did not mention any dislikes. One person was critical of staff and three people criticised the quality and quantity of the food at tea-time and the heating, which was sometimes inadequate. The highest number of positive comments was made about the owners, the care staff, the services and the atmosphere in the home. Other valued aspects were the freedom, privacy and cleanliness of the home, and the gardens. This home received the highest level of positive endorsement from residents in the six homes visited. All the residents in the case study home who returned the questionnaires gave positive responses to six of the nine questions asked about life there.
In the subsequent individual interviews, two interesting differences with public sector resident interviews emerged. First, the private home residents expressed particular appreciation of the owners' flexibility and attention to them as individuals, giving numerous examples. These included providing vegetarian meals made from home grown vegetables for one resident ; and accepting another resident's pet dog as well as her grand piano, on which she was able to continue giving music lessons. Public sector residents were appreciative of staff in general rather than commenting about the quality of their relationship as individuals with the homes' managers. Secondly, the case study home residents responded confidently to questions about the way dissatisfactions or complaints were handled. The owners had asked them to raise any dissatisfactions with them direct rather than discussing them among themselves. This gave residents three important messages. First, that they recognised that there would be elements of home life which would displease individual residents from time to time ; secondly, that residents had a right to voice these displeasures and thirdly, that the owners wanted residents to mention any dissatisfactions to them direct in order to address them straight away. Half the residents interviewed had raised matters at some time and declared themselves satisfied with the owners' prompt response. This contrasted with residents' awareness of whom they should address complaints to in the public sector homes, but their general lack of experience of actually doing so, despite some dissatisfactions with aspects of their care expressed during the research interviews.
Residents' relatives were also asked to complete a brief postal questionnaire on aspects of quality in the six homes. They showed similarly high levels of satisfaction with the case study home and the care given to their relatives. All relatives enjoyed privacy on their visits and knew where to address complaints if not satisfied in any way. Ninety per cent of those who responded did not want any changes to the way the home was run. This was the strongest expression of relatives' satisfaction across the six homes. Again the largest number of positive comments made were about staff (more than in the other five homes). These questionnaire responses from residents and relatives confirmed the high scores obtained by the home on the quality of care questionnaire administered in the survey phase of the research and our impressions during the field visits.
Aspects of the service approach
I now want to examine how the private home's approach to the care of its residents differed from the social care approach of local authority homes in certain key respects ; notably in the home's attitude to residents' privacy, freedom of choice and independence and in the way it managed risk.
Privacy and choice
An ' individual's sense of privacy, control and self-respect is tied to the control he (sic) exerts over his fixed territories ' (Goffman  : ) . This is why the provision of private accommodation for residents and staff who respect residents' right to their privacy within that accommodation are key components of good quality care (Harris,  ; DoH\SSI ). If privacy is afforded, people are able to exercise choice over what they do without encroaching on other residents. They are able to safeguard their dignity because intimate, personal activities such as bathing or assistance with toiletting remain private activities and their sense of self-respect and social competence is more likely to be preserved.
The case study home provided residents with individual rooms which were lockable, all with en-suite facilities ; the only home in the region offering such a high level of amenity when it had opened three years previously, and still comparatively rare. The postal questionnaire asked residents about using and securing their privacy within their rooms. All  residents who returned questionnaires responded positively to these questions. When a resident's GP visited them, they did so in the resident's own room and a member of staff was present only if the resident wished. The home was successful in according residents their privacy because it provided the physical accommodation for them to do so and because the owners applied the normal social conventions of privacy between strangers as hotels do, and transmitted these to the care staff. Residents respected the staff's right to their privacy by not going into the kitchen and were able to maintain control over their privacy and exercise choice in terms of personal care. When they moved into the home, the owners discussed with residents the kind of assistance they wanted, such as whether they wished to be helped with bathing and whether they wanted to have breakfast in bed. This discussion was the basis on which individualised care was provided.
The social care approach does not adhere to the normal social conventions about preserving privacy between strangers in public places because these conventions differ from those which exist in two settings which it tries unsuccessfully to combine in residential care. These are the hospital setting, where the patient may temporarily forgo their normal, conventional expectations of privacy in pursuit of treatment, and the domestic home which is quintessentially private, where the adults in the family are not strangers and where expectations of privacy between family members are less clear-cut. The attitudes of staff implementing the social care approach to residents' privacy are therefore governed by a social construction of the resident as ' patient ' or ' family member ', even ' child ', any of which roles do not imply a guaranteed right of privacy. The prime function of the residential home is ' to care ', that is to take responsibility for or take charge of people who are deemed unable to care for themselves, an ideology of caring which Morris () suggests underpins practice in both health and social services. Normal social conventions surrounding privacy are therefore seen as inappropriate or impracticable at best or dangerous at worst, since residents need to be under staff surveillance if their welfare is to be safeguarded. This highlights the gap between the rhetoric of policy documents which place great emphasis on resident privacy and choice and the reality of care in practice.
Independence and the management of risk
Acknowledging residents' independence or autonomy involves staff in homes giving up some of their power and control, thereby incurring an element of calculated risk (Adams ) . This is not something local authority homes find easy to do because they see their primary function as to carry out their statutory ' duty of care ' which may be deemed incompatible with allowing residents to take risks and possibly come to some harm by doing so. In the case study home, the residents' right to retain their independence seemed to be taken for granted by the owners. This autonomy extended to residents engaging in some potentially risky activities if they chose. For instance, there were no rules about smoking and residents were free to smoke when and where they wished, including in their bedrooms. The owners appeared to respect what Wood chooses to call ' the bourgeois notion of the sovereignty of the self ' ( : ). The owners knew which residents smoked. They included one very heavy smoker who had epilepsy, which constituted an even greater potential risk. The owners described how they had assessed the risk involved and taken a number of precautions to minimise it, with help from the local fire officer. Safety was promoted through fire doors and by installing smoke alarms in each room and by dividing the house into a number of zones and assembly points. Waste paper bins in the smokers' bedrooms were not lined, as an additional precaution. The owners were aware of the potential risks involved in giving residents that degree of autonomy but because they were in the home most of the time, they were able to manage, monitor and carry that risk themselves. Hotels cannot prevent guests smoking in the privacy of their bedrooms and must manage the risk of fire, relying on technical means to minimise it. The private home owners adopted a similar approach, whereas local authority homes minimise the risk by restricting smoking to one area of the home or by holding residents' smoking materials on their behalf. Smoking in bedrooms is usually forbidden. The social care approach tends to be more directive and paternalistic, focusing on the health and safety of the resident group as a whole rather than on maintaining the autonomy of the individual.
The private home used technical means to manage the potential risk surrounding another activity, namely that of bathing. The en-suite facilities in all bedrooms reinforced the possibility of the initiative and control over bathing or showering remaining with the resident. Residents decided when they wished to take a bath, and help from staff was available for those who wished it but was not routinely imposed. Residents who bathed or showered without assistance were therefore able to safeguard their dignity and their privacy when performing these intimate personal care activities. Hotels are preoccupied with maintaining a state of normality and with respecting guests' rights to their privacy. For the private home residents who chose to bathe without help, technical means were again used to manage the risks involved. Each bathroom was equipped with grab rails, seats and pull cords so that the resident could summon help if it was needed.
Although local authority homes usually have mobility aids and alarm mechanisms in bathrooms, these do not appear to minimise risk enough for staff to feel able to let residents be the judge of whether they can bathe safely without help. Moreover, staff have made a ' professional ' assessment of the individual's need for assistance with which the resident may feel unable to disagree. A tendency towards risk avoidance rather than risk management, by assisting all residents to some degree, undermines their independence, privacy and dignity. Such attitudes may reflect the belief of staff and of the wider society that, by virtue of being ' in care ', an older person is a ' less-than-wholeperson ' (Dartington et al.  : ) , no longer able to cope, and incapable of judging realistically their competence to manage such activities unsupervised. Miller and Gwynne () found that aids and equipment that might reduce handicap were ' few and far between ' in homes in their study which were governed by the less-than-wholeperson construct (Dartington et al.  : ) . Where there was greater emphasis on trained staff providing physical care, equipment was used less in the caring process, and staff held negative attitudes towards it. Hockey and James () discuss how the social ' problem ' of attempting to reconcile the perceived contradictions of adulthood and dependency is managed ; in residential homes, the process of infantilisation is used in the care of older people. The concept of ' personhood ', they suggest, is associated with autonomy, selfdetermination, choice and full adult rights of citizenship in Western society (Hockey and James  : ). They state that any adults who, like children, are physically unable to care for themselves, may be denied or have their status as persons removed by those who have some degree of power or control over them. Such denial of personhood by care staff is how ' very elderly people may find their freedom to choose for themselves progressively whittled away by the care they receive, and experience a deepening sense of lost status as persons ' as a result (Hockey and James  : ). Laing suggests that in ordinary circumstances ' an individual experiences his (sic) own being as differentiated from the rest of the world so clearly that his identity and autonomy are never in question ( : ). Older people who move into a home may lose that ' firm core of ontological security ' ( : ) because their social world no longer appears familiar to them. Their social redefinition by others as ' incompetent ' may undermine their basic existential parameters of self and social identity (Giddens ).
The ' service ' approach in the case study private home offered residents choices about their everyday lives within a range set by the home but which largely matched their expectations. Thus, market segmentation and a diversity of approaches to care can enable a closer fit between the kind of care residents (and their relatives) are seeking and that which homes are able to provide. In the ' service ' approach the ' expert ' about needs and wants is ostensibly the resident, so long as they and the owner\manager have shared expectations about what the home is offering. Homes which operate the social care approach may put less emphasis on the importance of residents' wants or expectations, since it is the staff's professional definitions of what constitutes residents' welfare which have the greatest influence on the overall approach to care.
The statutory model of care expects homes in all sectors to enable residents to enjoy privacy, dignity, independence, choice and fulfilment in residential care and for their rights as adult citizens to be safeguarded. The approach to caring is supposed to derive from these values. However, in the ' social care ' approach the values themselves may be open to varied interpretation by staff (Dixon ) . The central concern of the ' service ' approach is to manage the hospitality it is providing successfully. This is achieved by ensuring that guests' privacy, independence, dignity and freedom of choice are maintained. These are normal, taken-for-granted elements of hospitality in hotels.
The core values associated with the statutory model of care are more akin to the hospitality model of hotels than to those associated with hospital or domestic or familial models of care. Some local authorities have now moved from producing generalised statements about residents' rights in homes to individual service agreements or contracts with residents. These cover the basis on which they are resident and their care is provided, as required of independent sector homes by inspection units. However, residential care ' is still one of the most insecure forms of accommodation, with no legal framework for security of residence or rights to a contract ' (Wagner Development Group  : ).
Conclusion
This paper has compared two approaches to the delivery of residential care for older people, principally in terms of their success in treating residents as autonomous adults and managing any associated risk. I have suggested that the ' service ' approach adopted in the private home derived from the owners' previous experience of providing a residential service and managing hospitality in hotels. This approach appeared to be more successful in realising the core values of independence, choice, privacy, and dignity for residents than the social care approach adopted in local authority homes. It is suggested that four main factors account for this. First, the right of residents to retain their autonomy and independence was not contested by the owners or care staff. Risks were calculated and managed using technical means, rather than by restricting residents' freedom of action through the imposition of rules and sanctions. Secondly, residents were able to maintain control over their lives because they and the staff had a shared understanding of, and mutual respect for, the normal social conventions of privacy which they applied to both residents' rooms and staff quarters. The provision of television and tea-making facilities in bedrooms encouraged residents to use them during the day as bedsitting rooms rather than solely for sleeping at night. Residents could therefore choose to spend time in the company of other residents or enjoy the privacy of their room. Thirdly, residents were primarily responded to by the home owners as socially competent adults who were paying for (or contributing to the cost of) a service, rather than as frail, vulnerable people who had been identified as needing to be cared for and protected like children. The home responded to its residents who had dementia with the same respect for the adult ' self ' shown to other residents, not as children. Fourthly, because the home owners had a background in hotels rather than the caring professions, they had no difficulty in seeing residents as the ' experts ' about their needs and wishes. Residents retained greater control over their lives because the owners had no sense of their own professionalism or role as ' carers ' being undermined or threatened. They worked to a model of hospitality which included assistance with personal care as part of the overall service rather than being seen as the central function of the enterprise.
Although the ' social care ' approach emphasises privacy as a core value in homes, this is in conflict with the overriding need for staff to minimise or avoid risks by keeping residents under surveillance. The approach denies privacy to residents who have to share bedrooms, cannot lock their rooms or who have to submit to assistance with bathing. Such arrangements resemble the model of care delivered by hospitals or a domestic model of parenting, rather than the normal cultural expectations surrounding the privacy and dignity which would apply in hotels and the home operating the ' service ' approach. There is uncertainty as to whether residential care homes are supposed to be run like hospitals, hotels or domestic residences. This leads to a lack of shared expectations and understandings between staff and residents about the objectives of the service and what are ' normal ' conventions of social behaviour for each group.
There is some evidence from this case study to suggest that both the residential service model of hospitality used by hotels which respects the right of guests to their privacy and autonomy, and the use of technical means to manage risk, can be applied to a residential care home setting with positive outcomes for the quality of residents' lives. Major studies of care in local authority homes have concluded that it does not currently provide older people with an environment in which they can ' maintain a level of control supported by the right to privacy, continuity and security ' (Willcocks et al.  : ) . This is because concepts such as privacy, respect and choice tend to be regarded as privileges rather than rights (Booth ). These attitudes have not been changed by codes of practice or quality of care guidelines. Rather, I would suggest, it is the ideology of care itself which impedes change. A focus on the hospitality model used in hotels rather than on care may be a way to enable older people to retain their adult status while receiving the support they need.
